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Abstract 
The old practice of separating the mother-baby-dyad was without measurable benefits to 
mothers or their infants. Evidence has shown that skin-to-skin care (SSC) prevents 
hypothermia and hypoglycemia, decreases crying during painful procedures in newborns, 
and reduces maternal anxiety, stress, and postpartum depression. Rooming-in care (RIC) 
has been linked to an increase in the rate of breastfeeding and mother-infant interaction, 
as well as a decrease in the infant morbidity rate. This project assessed the effect of an 
educational intervention to increase rates of SSC and RIC in an obstetric unit, in addition 
to measuring nurses’ attitudes and barriers in relation to SSC and RIC. The obstetric 
nurses received educational content related to SSC and RIC based on Kotter’s model of 
change. A pre and postintervention evaluation showed a significant increase in the rates 
of SSC and RIC from pretest of 10%, to posttest of 96%; and RIC from pretest of 10% to 
posttest of 92%. Using a Wilcoxon test, a significant difference was found from pretest to 
posttest for every subscale score of the Mother-Newborn Skin-to-Skin Contact 
Questionnaire and Nurse Attitudes and Barriers to nonseparation Scale (p < 0.001), with 
the exception of belief about obstacles for SSC, which yielded a nonsignificant change (p 
= 0.57). This DNP project led to changes in the organization’s culture, including the 
closure of the well-baby nursery. This project promoted social change across the 
organization, in that the team health care providers delivered evidence-based, 
standardized, unbiased, and family-centered care to the mother-baby dyad. 
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Section 1: Overview of the Evidence 
Introduction 
Improving the well-being of infants is a significant public health goal for the 
United States. The well-being of children defines the health of the next generation. 
Further, the health of children is important in the effort to envision future public health 
challenges for families, communities, and the healthcare system (U.S. Department of 
Health and Human Services, 2010). Within the obstetric nursing practice in the healthcare 
setting of this DNP project, I embarked on evidence-based practice (EBP) changes that 
would improve the health of newborns, specifically through the implementation of skin-
to-skin contact (SSC) and rooming-in care (RIC). Physical contact provides infants with 
physiological stability, warmth, optimal transition to extrauterine life, and opportunities 
for breastfeeding (Holmes, McLeod, & Bunik, 2013). Mothers who room-in with their 
infants have been shown to have increased positive interactions such as looking at, 
touching, and admiring their babies (Svensson, Velandia, Matthiesen, Welles-Nystrom, & 
Widström, 2013). The practice of separating the mother-baby dyad soon after delivery for 
some hours deprives newborns of immediate skin-to-skin contact with their mothers and 
does not facilitate bonding. When nurses are knowledgeable about best practices, it is 
more likely that they will educate, motivate, and support mothers in order to attain the 
best outcomes for mothers and babies. This paper describes a DNP project directed 
toward improving the skin-to-skin holding and rooming-in rate at an urban hospital in the 
eastern United States. The paper provides an overview of the project, a review of the 
scholarly evidence, and an outline of how the project was operationalized. 
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Background/Context 
Despite evidence showing the importance of SSC and RIC (Baby-FriendlyUSA, 
2013), mother-infant separation post birth was common in the project setting. The factors 
contributing to early separation of mothers and their infants were lack of evidence-based 
knowledge, fear for the safety of babies, the urge to complete nursing assignments, and 
the need for time to finish documentation. Inadequate knowledge of updated clinical 
information is a threat to EBP. Nurses were reluctant to acquire continuing education and 
seldom attended local, state, or national nursing conferences (Eslamian, Moeini, & 
Soleimani, 2015). For these nurses, attending the facility’s continuing education 
programs is not enough to increase knowledge specific to mother-baby care. Conferences 
organized by professional organizations such as the Association of Women’s Health, 
Obstetrical and Neonatal Nurses, National Association of Neonatal Nurses, and Academy 
of Neonatal Nurses can broaden nurses’ knowledge for this specialty area. 
The fear of babies falling from the hands of their mothers was a barrier that 
hindered SSC and RIC (Dalbye, Calais, & Berg, 2011). Mothers were afraid and lacked 
confidence for holding their newborns. This fear led the organization to create a safe-
baby-care sheet that ensured rounding on the mother-baby dyad (Appendix J). However, 
the literature reviewed did not identify skin-to-skin holding time as a cause for a neonatal 
fall (Monson, Henry, Lambert, Schmutz, & Christensen, 2008). Monson et al., (2008) 
attributed newborn falls to mothers falling asleep, walking in hallways carrying their 
babies, and sitting in reclining chairs while awake with their babies. Education on how to 
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safely hold a baby during skin-to-skin contact provided by the bedside nurse enhanced 
neonatal safety and decreased mothers’ fear of their children falling.  
Hurrying to finish assignments and documentation constituted another barrier to 
EBP. Nurses, midwives, and physicians want to know the weight and medical record 
number of a newborn for their delivery documentation. The process of obtaining the 
weight of a newborn disrupted skin-to-skin practice within the first hour of birth. Though 
every member of the healthcare team received education on the benefits of early SSC, the 
implementation of this method required a coordinated effort (Brady, Bulpitt, & Chiarelli, 
2014). The first hour of birth is a golden time, a critical period for emotional 
development, attachment, breastfeeding initiation, and infant neurological development 
(Miesnik, & Reale, 2007). The first hour of birth represents a delicate 
psychophysiological period that programs future physiological behavior (Moore, 2012). 
During the duration of the golden hour, the naked infant, through skin-to-skin holding, is 
held against the mother’s bare chest between her breasts, with both covered with a warm 
blanket (Aghdas, Talat, & Sepideh, 2014). Evidence has shown that maternal-infant 
separation, even for a short period, is a major factor that can decrease the neonate’s 
ability to initiate breastfeeding and may lead to a reduction in maternal confidence and 
self-efficacy (Aghdas et al., 2014). 
Problem Statement 
Baloh, Uthicke, and Moon (2008) posited that both the structure and the culture of 
an organization could be a challenge to EBP changes. In this project site, newborns were 
taken to the low-risk nursery immediately after birth and were brought back to their 
4 
 
mothers after routine care approximately 4 to 6 hours later. The nurses were more 
comfortable in providing transition care, including medications and the first bath, in the 
nursery than at labor and delivery. The babies were also returned to the nursery whenever 
their mothers wanted to rest or sleep. The separation of infants from their mothers 
interfered with mother-baby bonding and the ability of mothers to learn their newborns’ 
feeding clues. Additionally, mothers who did not room-in with their infants have been 
found to roughly handle their babies in comparison to mothers who roomed-in with their 
babies (Dumas et al., 2013).  
The Joint Commission, New York Breastfeeding Coalition, Baby-FriendlyUSA, 
Association for Women’s Health, Obstetrical and Neonatal Nursing (AWHONN), and 
American Academy of Pediatrics have identified the importance of skin-to-skin holding 
and rooming-in care for the success of breastfeeding (Baby-FriendlyUSA, 2013). Skin-to-
skin and rooming-in have been shown to reduce maternal stress (Stikes & Barbier, 2013), 
improve the neonate’s cardiopulmonary status (Aucott, 2002), lessen the rate of 
hypoglycemia (Yamauchi & Yamanouchi, 1990), and increase breastfeeding rates 
(Murray, Ricketts, & Dellaport, 2007). Practices that involved separating babies from 
their mothers negatively impacted baby-mother bonding as well as the initiation of 
breastfeeding (Academy of Breastfeeding Medicine Protocol Committee, 2009). The 
identified problem for this project was that a need exists for an intervention aimed at 
increasing the rate of skin-to-skin and rooming-in for the immediate postpartum mother-
baby dyad. An anticipated long-term effect of this practice change was an increase in the 
breastfeeding rate. 
5 
 
Obstetric nurses expressed discomfort and lack of knowledge in relation to skin-
to-skin and couplet care. My interaction with the postpartum nurses showed that the 
transitional care instituted to keep the mother-baby dyad together in the recovery area 
was a source of fretfulness and frustration. The nurses were frustrated because the labor 
and delivery and postpartum units were not on the same floor. Thus, the nurses needed to 
walk one floor down to labor and delivery for neonatal admissions. Another area of 
frustration was the lack of cooperation between the two units. Nurses from the respective 
units required effective communication and teamwork. Therefore, coupled with these 
barriers, the proposed change in the delivery of postpartum nursing care presented many 
challenges as it involved a shift from current practice to an evidence-based care model 
(Brady, Bulpit, & Chiarelli, 2014).  
An additional stressor placed on the postpartum nurses was the practice of “stress 
care hypoglycemic policy.” The administration classified 17 conditions that designated a 
newborn as a stress care baby. A stress care baby requires monitoring for hypoglycemia 
throughout the transitional period after birth. Monitoring of hypoglycemia by heel stick 
was an added burden, along with the extra time needed to provide neonatal interventions. 
Although SSC and RIC align with best practices and national guidelines (Baby-Friendly, 
2013), the obstetric nurses viewed these practice changes as a burden that was added to 
hypoglycemic monitoring. 
Purpose Statement 
The purpose of the Doctor of Nursing Practice (DNP) project was to improve the 
use of SSC and RIC best practices following nursing staff education. The training 
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included electronic information, PowerPoint presentation during unit meetings, and face-
to-face discussions. Pre- and posteducation data and rates of SSC and RIC were collected 
to meet the purpose of the doctoral project. After data collection, the information was 
statistically analyzed. The replacement of newborns’ admission to the low-risk nursery 
with evidence-based couplet care encouraged mother-child bonding and eventually 
increased the breastfeeding rate (Baker & Naumann, 2015). A review of 34 randomized 
studies in 2,177 mothers by Moore (2012) showed that SSC improved interaction for the 
mother-baby dyad and made mothers more likely to breastfeed exclusively and for a 
longer period.  
Keeping mothers and their newborns together facilitated them learning each 
other’s cues and helped parents to play a larger role in the care of their babies 
(Brenneman & Prince, 2014). During rooming-in, mothers identified and responded to 
early feeding cues (Allen, 2015). Feeding in response to signals increased feeding 
frequency. Milk production does not come as an excretion. Rather, milk production is 
heralded by sight, smell, the sound of a baby’s movement, and feeling stimuli (Young, 
2005). When feeding frequency increases through signals, the incidence of jaundice, 
hypoglycemia, and weight loss will decrease (Young, 2005). 
Project Objectives 
The DNP project had three objectives. The first objective was to increase SSC of 
mother-baby dyads at the project site from 10% to 55% during the first hour after birth. 
The first hour following birth is called the Golden Hour and is very critical to neonates in 
terms of nutrition, warmth, and extrauterine transition (Gams, 2015). Skin-to-skin 
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holding helps in mother-infant bonding, provides the newborn with constant warmth and 
accelerates breastfeeding initiation (Haxton, Doering, & Gingras, 2012). SSC not only 
provides warmth for newborns, but also makes latching to the breast easier and the 
breastfeeding process enjoyable, rather than being a struggle for the mother-baby dyad. 
The second objective was to increase the number of mothers who were rooming-
in with their babies to 55% from the current rate of 10%. Rooming-in, also known as 
couplet care, involves caring for both the mother and her newborn in the same room 
(Beal, Dalton, & Maloney, 2015). Babies were taken to the newborn nursery immediately 
after birth, where they remained for 4 to 6 hours to transition to extrauterine life, or until 
their mothers were transferred to the postpartum unit. During the night or whenever the 
mother wanted to sleep, the baby was returned to the nursery. Rooming-in has been noted 
to increase mother-baby bonding, provide warmth, and increase breastfeeding initiation 
and duration (Davies & Michael, 2015). When mother and baby are in the same room, 
there will be adequate provision of warmth through frequent SSC. This process will 
likewise increase breastfeeding initiation because the mother will be knowledgeable and 
observant of the baby’s feeding cues. 
The third objective was to evaluate nurse attitudes and barriers to SSC and RIC 
practices.  It was important for nurses to be knowledgeable and have the skills and 
positive attitude needed to expedite the translation of evidence through SSC and RIC. 
Success in the implementation of EBP relies upon positive attitudes among nurses 
(Mehrdad, Joolaee, Joulaee, & Bahrani, 2012). 
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Project Question 
Will an educational program on skin-to-skin contact and rooming-in care improve 
the rate of skin-to-skin holding and rooming-in practices in an obstetric unit within 2 
months? 
Evidence-Based Significance of the Project 
Clinical decisions regarding practice changes that are based on research findings 
are more likely to result in desired patient outcomes across various settings and 
geographic locations (Youngblut & Brooten, 2001). A Cochrane systematic review of 34 
randomized studies involving 2,177 mothers and their babies (Moore, Anderson, 
Bergman & Dowswell, 2012) examined the impact of early SSC for the mother-baby 
dyad. The authors concluded that SSC for the mother-baby dyad has positive effects on 
infants’ health, behavior, and breastfeeding. Babies who had SSC cried less, had better 
psychological development, and had a longer duration of breastfeeding (Moore et al., 
2012).  
SSC has positive effects on both term and preterm babies. Feldman, Rosenthal, 
and Eidelman (2014) compared the behaviors of premature infants who had SSC versus 
infants who had incubator care and found that the 73 premature infants who had SSC had 
increased autonomic function. The study concluded that those who had SSC showed 
decreased stress response, increased executive functions, and better cognitive control 
over the period from 6 months to 10 years of age (Feldman et al., 2014). SSC’s benefits 
exceed the postpartum period. The long-term effects may enhance growth and 
development through the childhood period and beyond. 
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SSC was a determinant of RIC success. These processes work together to produce 
quality care for the mother-baby dyad. A qualitative study (Lin, Lee, Kuo, Mu, & Shu, 
2004) found that mothers who roomed-in with their newborns expressed happiness 
during the process. Rooming-in was regarded by the mothers as a time of joy because 
they experienced the pleasure of nursing their babies. They had the opportunity to see 
when their newborns were crying, learn their hunger cues, and engage in total 
participation in the care of their babies. Further, the study concluded that there was 
family cohesion as the father of the baby and other relations were involved in the care of 
the newborn.  
Reduction of Gaps 
The overall goal of the practice change was to increase bonding between mothers 
and their newborns by implementing couplet care. Bonding is a unique and long-term 
emotional link that begins with SSC contact and continues throughout life (Johnson, 
2013). Meeting the infant for the first time is a unique experience that women and their 
partners remember and value with enormous salience (Redshaw, Hennegan, & Kruske, 
2014). According to Redshew et al. (2014), the first mother-infant contact and holding 
provides an opportunity to start relationship building that will be long term. Skin-to-skin 
care and RIC facilitate emotional attachment for the mother-baby dyad. 
Reduction of gaps in practice means changing practices that are not evidence-
based. The lack of practice of SSC and RIC encouraged the separation of mothers and 
their infants. Immediately after delivery, nurses admitted babies to the nursery for 
transition care and bathing. Mothers were left without their babies in labor and delivery. 
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Occasionally, there were delays in transferring the mothers to the postpartum unit 
because of the long-lasting effects of the epidural or the simple reason that the 
postpartum mother has not voided (Leach, 2011). If the effects of epidural and the 
mother’s inability to void after labor were the reasons for keeping mothers in labor and 
delivery, then there was no contraindication for healthy newborns to be removed to the 
well-baby nursery. Maternal-infant separation, even for a short time, may lead to a 
reduction in maternal confidence and self-efficacy (Aghdas, Talat, & Sepideh, 2014). The 
early separation of newborns from their mothers hindered the parents from learning their 
infants’ feeding cues. Similarly, it may have made it more difficult for mothers to take 
care of their babies at home after discharge (Stage, Mathiesen, Emmersen, Greisen, & 
Damm, 2010). 
The nursing profession, as the largest segment of the healthcare workforce, should 
be on the front lines of patient care and EBP changes (Institute of Medicine [IOM], 
2010). Nurses’ lack of knowledge related to practice changes that are based on evidence 
was a gap that needed to be filled. Obstetric nurses need to explore avenues to advance 
knowledge and accept innovations that will improve care quality and patients’ safety 
(Bradshaw, 2010). Nurses should be current in their knowledge and use of EBP that will 
help to improve the lives of mothers and babies. 
Implications for Social Change 
The American Association of Colleges of Nursing (AACN) DNP Essential 11 
focuses on systems leadership for quality improvement (AACN, 2006). As a DNP 
student, I was prepared to improve maternal-infant well-being through initiatives that 
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would improve healthcare delivery for the mother-baby dyad and the community. This 
process included the implementation of a sustainable practice change of SSC and RIC. 
Sustainable couplet care and SSC contributed to increasing nursing knowledge, which 
helped and sustained the new practices of SSC and RIC (Mundell, Kennedy, Szostek, & 
Cook, 2013).  
RIC and SSC facilitate bonding between mothers and their infants. The 
psychological processes of bonding and attachment between parents and their newborns 
are crucial for societal health and development (Westrup, 2015). A study using 
interactional pattern analyses (Green & Phipps, 2015) concluded that newborns who had 
kangaroo care with their mothers had better social interaction compared with infants who 
had incubator care. Social interaction results may be enhanced because of family bonding 
and are essential for societal health because society starts with families. 
The initiation of SSC immediately after birth and RIC throughout the hospital stay 
have been noted to have a positive psychological effect on both the mother and her 
newborn baby. When mothers and their infants have regular time together, children stay 
warm and mothers learn to recognize their children’s needs (Anderson, Moore, 
Hepworth, & Bergman, 2007). A mother’s tender and loving response to her infant’s 
needs builds a connection that will last a lifetime (Bystrova et al., 2007). Strong ties 
between parents and their children form a foundational model for intimate relationships, 
fostering a sense of security and positive self-esteem for children (Mahmood, Jamal, & 
Khan, 2011). Healthy self-esteem is a child’s armor against the challenges of life.  
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Children who know their strengths and weaknesses and who feel good about 
themselves have an easier time handling conflicts and resisting negative pressures in 
today’s complex world (Anderson et al., 2007). Children with self-esteem tend to smile 
more readily and enjoy life better than those with no self-esteem (Kids Health, 2015). 
Self-esteem, smiles, and tolerance are needed to handle the stresses of the workplace, 
marriage, and society in general.   
Definition of Terms 
For this EBP initiative, the following definitions were used:  
Baby-friendly: Baby‐friendly is a designation a maternity site can receive by 
proving to external appraisers the facility’s compliance with the Ten Steps to Successful 
Breastfeeding (Philipp & Radford, 2006). 
Couplet care: The process of having the mother-baby dyad remain together 
throughout the hospital stay and under the care of one nurse (Baker & Naumann, 2015). 
Evidence-based practice (EBP): EBP is the principle used in clinical decision 
making to provide care based on individual perspective, clinical expertise, and the best 
available research evidence (Phillips et al., 2013). 
Exclusive breastfeeding: The process by which an infant is fed only on breast 
milk, excluding water, other liquids, and solids, except for oral rehydration solution, 
drops/syrups of vitamins, minerals, or medicine (World Health Organization [WHO], 
2015). 
Hyperbilirubinemia: An elevated bilirubin level resulting in jaundiced skin, and 
often necessitating phototherapy (Brethauer, 2010). 
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Kangaroo care: Kangaroo care involves immediate contact after birth, whereby 
the naked baby is held against the mother’s skin, between the breasts, and until the first 
feed or for as long as the mother wishes (Mahmood et al., 2011). 
Mother-baby dyad: The mother-baby dyad is a process whereby a mother and her 
newborn are kept together in one room throughout their hospital stay (Bayes, Fenwick, & 
Hauck, 2012). 
Newborn: A neonate, or a child who is less than 28 days of age (WHO, 2016). 
Rooming-in care (RIC): A system whereby a mother and her newborn are kept 
together in one room for the duration of their hospital stay (Faria, Magalhaes, & Zerbetto, 
2010). 
Skin-to-skin (SSC) care holding: “SSC is defined as the placing of the naked 
newborn prone on the mother’s bare chest at birth or soon afterward” (Puig & 
Sguasseron, as cited in Haxton et al., 2012, p. 222).  SSC is also done after the first hour 
of life. 
Assumptions and Limitations 
Assumptions 
 Five assumptions supported the project. The first assumption was that the nurses 
would want to learn about the best practices of SSC and RIC and then incorporate the 
strategies into their care practices. The second assumption was that the mothers and their 
significant others would be willing to participate in, and interested in, the skin-to-skin 
and rooming-in process. Third, I assumed that the lactation consultant would play an 
active role in assisting in the education process for the nurses, physicians, and mothers on 
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the importance of SSC and RIC. The last assumption was that the nurses would support 
the parents who were rooming-in with their newborns. 
Limitations 
 There were three major limitations identified with the project. The first limitation 
was that not all mothers would want to perform SSC and RIC. The patient population was 
composed of women from various religious, tribal, and age groups. Mothers from some 
groups are uncomfortable exposing their breasts in the presence of a group of people 
(Thomson, Ebisch‐Burton, & Flacking, 2015). Additionally, if the mothers did agree to 
SSC and RIC, they might not want their babies to room-in 24 hours a day.  
While older parents might feel exhausted from the stress of labor and delivery, younger 
mothers might feel paranoid and worried that something bad might happen to their 
newborns (Lai, Hung, Stocker, Chan, & Liu, 2015). 
A young mother might not feel safe having her baby in the room with no other 
adult present. Mothers may think that their own recovery is the priority and that they will 
be able to take care of their infants better when they go home.  Another limitation was the 
high workload of the nurses, which did does not permit them enough time to stay to help 
with SSC or RIC. It was not uncommon for the nurses to perform the duties of a clerk 
and a nursing assistant in addition to their nursing responsibilities, which, coupled with 
sophisticated computer documentation, gave them little time with the mother-baby dyad. 
Summary 
An extrauterine life characterized by critical physiological and psychological 
adaptation for the mother and newborn is stabilized by the proximity of mother and 
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newborn (McInerney & Gupta, 2015). Therefore, the closeness of the mother-baby dyad 
promotes EBP, patient safety, quality, and patients’ preference (Gawlinski & Rutledge, 
2008). The nurses lacked the knowledge needed to implement SSC and RIC practices, in 
part due to the traditional method of separating mothers and newborns. As a DNP student 
who had integrated a foundation of EBP, advocacy, aggregate health care, and global 
perspective, I was uniquely positioned to lead the practice change.  
 This section has presented a brief overview of the problem and purpose statement 
and the strategies that were applied to fulfill the project’s objectives. Fulfilling the project 
goals required changing organizational traditions and practices. These changes included 
SSC, RIC, and minimal/ no use of the nursery. Nurses, as the largest group in the 
healthcare industry, were at the forefront of the change.  
 
 
16 
 
Section 2: Review of Scholarly Evidence 
Introduction 
The mastery of skills and practices necessary for healthcare providers who care 
for the mother-baby dyad is essential in an ever-growing and complex healthcare system. 
Knowledge regarding neonatal physiology, infant stress, mother-baby interactions, 
cardio-respiratory support (Ludington-Hoe, 2011), and evidence-based interventions to 
stabilize a neonate has advanced in nursing practice (Haxton et al., 2012). The traditional 
method of separating infants from their mothers immediately after birth has been shown 
to not have a basis in evidence (Stikes & Barbier, 2013). Delivery room experience for 
the mother-baby dyad should begin with SSC, followed by RIC throughout the hospital 
stay. In this section, I discuss the literature review and explain the choice of theoretical 
and conceptual framework for the DNP project. 
Review of the Literature 
Databases used in the search included PubMed, EBSCOhost, CINAHL Plus, 
AHRQ evidence reports, Google Scholar, and the Cochrane library. The field-specific 
terminology of skin-to-skin, kangaroo care, bonding, thermo-regulation, infant stress, 
rooming-in, brain function, transitional nursing, early initiation of breastfeeding, 
rooming-in, hypoglycemia, and practices that increase breastfeeding rate were used in 
conducting a comprehensive literature review. Additional sources searched were the 
American Academy of Pediatrics (AAP); American Academy of Breastfeeding Medicine 
(AABM); Association for Women’s Health, Obstetric, and Neonatal Nurses 
(AWHONN); American College of Obstetricians and Gynecologists (ACOG); and Baby-
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FriendlyUSA position statements. The review also included past dissertations and 
conference presentations from Walden students. Johns Hopkins Nursing Evidence-Based 
Practice (JHNEBP) summary tools (Newhouse, Dearholt, Poe, Pugh, & White, 2007) 
were used to evaluate the literature located. 
Thirty studies met the project criteria. I rejected 10 studies because they focused 
on other languages or were conducted outside the United States. The10 studies selected 
for the literature review were randomized controlled trials (RCTs), systematic reviews, or 
retrospective studies published in 2007 or later. The choice of studies was made with the 
aim of offering objective and robust data that could be validated (Sonuga-Barke et al., 
2014). Verified data are elements that help to foster and solidify EBP changes. 
Specific Literature 
The origin of SSC may be traced to 1978, when Dr. Edgar Rey Sanabria, a 
professor of neonatology, instituted kangaroo care (Greydanus & Merrick, 2014). 
Kangaroo care is comparable to the way in which kangaroos hold their young close to 
their skin (Hall & Kirsten, 2008). The practice entails placing the diapered infant in skin-
to-skin position, with the newborn’s chest lying directly upon the mother’s bare chest and 
then keeping them together, covered with a warm blanket (DiMenna, 2006). Sanabria’s 
intention in instituting kangaroo care was to combat the high rate of infection and 
abandonment of preterm and low-weight infants among women in Bogota, Colombia 
(Ludington-Hoe, 2011). Health care providers used kangaroo care as a substitute for 
keeping babies warm because incubators were not available (WHO, 2003). Sanabria 
posited that mothers should have continuous skin-to-skin contact to protect their 
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newborns from hypothermia until after the first feeding (Greydanus & Merrick, 2014). In 
recognition of Sanabria’s idea of physical closeness between premature and low-
birthweight babies and their mothers, the WHO awarded him the Sasakawa Health Prize 
in 1991.  
The transition of the newborn to extrauterine life is a major life process. 
Therefore, Phillips (2013) recommended that premature/low-weight neonates and term 
infants have equal opportunity to transition to extrauterine life by placing them skin-to-
skin with their mothers. Evaluating and analyzing current literature are integral processes 
within an EBP change project. In the following subsections, I discuss specific research 
related to SSC and RIC  
Skin-to-Skin Contact  
The ability of SSC to regulate the infant’s temperature and prevent hypothermia 
has been well understood. When the newborn is placed prone on the mother’s bare chest, 
there is a transfer of heat (Moore, 2012). Moore (2012) divided 50 neonates into an SSC 
group and a control group and found that newborns in the SSC group achieved rapid 
thermal regulation as compared to the control group at 24 hours and 48 hours after birth. 
The primary reason that newborns were deprived of SSC in the past was the belief that an 
infant would develop hypothermia if placed naked on the mother’s chest and that, 
therefore, the radiant warmer was a desirable place to keep neonates immediately after 
birth. In contrast to this belief, Nimbalkar et al. (2014) concluded that early SSC for 24 
hours after birth decreases the incidence of hypothermia for the initial 48 hours of life 
and subsequently.  
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Ludington-Hoe et al. (2006) expanded on the effects of thermal transfer with SSC 
by investigating temperature regulation in twins. The researchers noted that the maternal 
skin regulated infants’ temperature without medical intervention. Temperature decreased 
during the initial transfer of twins to their mother’s chest but adjusted after a period of 90 
minutes to be more than half a degree Centigrade higher than what it was before skin-to-
skin placement. It was also found that when the infants’ temperatures were higher, the 
mother’s skin temperature decreased to facilitate a neural thermal environment for the 
twins (Ludington-Hoe et al., 2006). Because the mother’s breast can regulate temperature 
to suit the needs of the neonate, even infants who are not thermodynamically stable can 
benefit from participating in SSC.  
Vilinsky and Sheridan (2014) wrote that evaporation, radiation, conduction, and 
convection are the four mechanisms that cause heat loss in newborns. When infants are 
left unattended, heat is lost through radiation. Babies lose heat through radiation to any 
surface in the surroundings (Vilinsky & Sheridan, 2014). Such surfaces include walls or 
any material close to the child that is cooler than him or her (Davis, 2009). SSC becomes 
an alternative and the most natural way to keep the newborn warm (Vilinsky & Sheridan, 
2014). Therefore, in order to protect infants from hypothermia, obstetric nurses have 
educated mothers on the importance and the effects of SSC and have applied this 
knowledge to everyday practice. 
In a systematic review of 34 randomized controlled trials involving 2,177 
subjects, Moore (2012) concluded that early SSC helped to regulate physiological 
processes and behavior. Expressions such as infant crying and grimacing diminished, and 
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latching onto the breast was better managed. The routine cares given to the newborn 
during the transition, such as Vitamin K injections and prophylaxis eye care, are 
accompanied by infant crying that can be ameliorated by using SSC.  
Phillips (2013) opined that the type of reception that a newborn receives might 
determine his or her perception of life as either difficult, easy, hostile, safe, painful, 
lonely, or warm. Phillips further warned that “the events surrounding birth have the 
potential to set the stage for patterns of subconscious thought processes and behaviors 
that persist for a lifetime” (p. 67). The awareness and understanding of events 
surrounding one’s birth are skewed, but the vividness and precision of specific details and 
activities are often astonishing (Phillips, 2013). Nurses should recognize the importance 
of encouraging the mother-baby dyad to remain together using SSC.  
Transient hypoglycemia in the newborn was not an uncommon finding due to the 
high-risk population that was served by the project site. Healthy infants are capable of 
using glycogenolysis and lipolysis in restoring a physiologic hypoglycemia (Rozance & 
Hay, 2012). Use of SSC helped to maintain a neural thermal environment, such that the 
newborn conserved glucose and oxygen. Walters, Boggs, Ludington-Hoe, Price, and 
Morrison (2007) conducted a descriptive study to examine whether blood glucose values 
influenced SSC. Nine full-term neonates were placed in SSC within 1 minute of birth 
until the first breastfeeding. Blood glucose taken at 60 minutes post birth varied from 43 
to 85mg/dl for infants who had not feed and from 43 to 118 mg/dl for those who had fed. 
The researchers attributed the healthy glucose levels to SSC. The findings were relevant 
to my project because the subjects’ socioeconomic and medical characteristics were 
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similar to those of the obstetrical and neonatal population at the health care organization 
(Moore, Anderson, Bergman, & Dowswell, 2012). 
The benefits of SSC extend to the mother during the postpartum period. Using a 
longitudinal quasi-experimental design, Bigelow and colleagues (2012) studied the 
effects of SSC on postpartum depression for the first 3 months following delivery. Thirty 
mothers assigned to an experimental group who participated in SSC had lower scores on 
depression scales at 1 month as compared to a control group (N = 60). Mothers in the 
SSC group had greater reduction in their salivary cortisol measured during a home visit 
as compared to mothers in the control group (Bigelow et al., 2012). Activity in the 
maternal adrenal axis is negatively influenced by childbirth. SSC reactivates the adrenal 
axis pathways and helps in minimizing the risk of depression (Feldman, Rosenthal, & 
Eidelman, 2014). Additionally, oxytocin hormone that is released during SSC decreases 
maternal anxiety and further reduces stress (Feldman et al., 2014). Though the study was 
done in Canada, the patient population had similar demographics to the health care 
organization project site. Additionally, complications of postpartum depression are 
prevalent in all socioeconomic groups and across cultures (Bigelow, Power, MacLellan-
Peters, Alex, & McDonald, 2012) 
Pregnancy, labor, and child care may be stressful conditions for mothers. Mothers 
with depressive symptoms tend to be less sensitive, less engaged, and more irritable and 
may show less emotion and warmth toward their infants (Bigelow et al., 2012). The 
simple intervention of SSC may help to combat stress and place the mother in a better 
position to care for her newborn. Though most parents have reported positive perceptions 
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of SSC, researchers have cautioned that some mothers do not feel comfortable with the 
procedure. In some cases, mothers have reported wanting to do SSC but feeling resistant 
to use it because of infants’ negative reactions or because of their own perceptions that 
the procedure was done incorrectly (Fegran, Helseth, & Fagermoen, 2008). Obstetric 
nurses should assist mothers as much as possible in the process of SSC during the period 
immediately following birth and throughout the rooming-in period. 
Rooming-in Care 
The method of separating infants from their mothers immediately after birth 
necessitated the introduction of RIC. Rooming-in is the process of keeping infants and 
their mothers in the same room throughout the hospital stay (Jaafar, Lee, & Ho, 2012). 
The nonseparation of infants from their mothers after birth increases the breastfeeding 
rate and mother-infant interaction in addition to reducing the infant morbidity rate 
(Jaafar, Lee, & Ho, 2012). Couplet care, a model of nursing care whereby mothers and 
babies are not separated after delivery except for safety reasons, should be the standard of 
practice (Spradlin, 2009). The keeping of the mother-baby dyad in one room throughout 
the hospital stay is a family-orientated practice. A support person such as the spouse and 
the siblings of the newborn baby are allowed to stay in the same room with the 
postpartum mother. Keeping the family united after delivery and throughout the hospital 
stay allows better family bonding as the same nurse remains available to provide care and 
answer questions the mother or family may have (Spradlin, 2009). The American Nurse, 
an official publication of the American Nurses Association (2012), published the view 
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that keeping newborns in the same room with their mothers offers the best natural habitat 
and provides opportunities for breastfeeding.  
Similarly, couplet care provides opportunities for continuity of care, stronger 
bonding, attachment, self-regulated interaction, and harmonized sleep patterns (Grubbs & 
Cottrell, 1996). During this process, mothers take part in the care of their newborns. 
Mothers sleep when their newborns are sleeping, and the environment self-regulates for 
the benefit of the mother and her infant. The benefits of couplet care also extend to the 
staff members of a health care organization. The staff benefit from enhanced teaching 
capability, less conflict and duplication of jobs, lower patient loads, improved 
communication, increased accountability, and responsibility (Grubbs & Cottrell, 1996). 
The combination of lower patient load, and improved communication fosters increased 
job satisfaction. Not only does couplet care increase job satisfaction, it also decreases 
newborn admissions to higher level care and increases patient satisfaction (Baker & 
Naumann, 2015). As previously discussed, because couplet care offers the most natural 
habitat for the newborn, the incidence of nosocomial infections is reduced, leading to a 
reduced admission rate for newborns. In this way, couplet care makes mothers happy. 
Happiness is a hallmark of patient satisfaction. 
Jaafar, Lee, and Ho (2012) conducted a systematic review of RCTs involving 176 
women to assess the effects of mother-infant separation versus rooming-in on duration of 
breastfeeding. It was concluded that the exclusive breastfeeding rate was significantly 
lower in the mother-infant separation group compared to the rooming-in group. 
Rooming-in care facilitated the mother’s learning of her infant’s feeding cues and 
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behaviors. Infants’ feeding cues include hand-to-mouth activity, smacking lips, rooting, 
and movement of extremities (Philipp & Radford, 2006). A mother learning her infant’s 
feeding cues, and knowing when the infant is ready to breastfeed will increase the 
breastfeeding rate. A systematic review was conducted using the Cochrane pregnancy 
and childbirth group’s trials register, which propagates equivalent practice to that 
obtainable at the project site.  
Bystrova et al. (2009) conducted a randomized clinical trial on early contact 
versus separation by examining its effects on mother-infant interaction. The researchers 
examined four experimental groups consisting of 176 mother-infant pairs. The dyads 
were divided into 4 groups: Group 1 newborns had SSC with their mothers and RIC, 
Group 2 newborns were dressed and given to their mothers post birth, Group 3 infants 
were kept in the nursery, and Group 4 neonates were kept in the nursery but roomed-in at 
their mother’s request to the unit. The mother-infant interaction was videotaped 
according to the Parent-Child Early Relational Assessment (PCERA). The researchers 
found that close contact using SSC and RIC had a long-term positive effect on mother-
infant interaction as evidenced by maternal sensitivity, infant’s self-regulation, and 
dyadic mutuality. Reciprocity of the mother-infant dyad positively affected the PCERA 
variables at 1 year of life (Bystrova, 2009).  Similarly, swaddling of the infant was found 
to decrease the mother’s sensitivity to the infant; the ability to affectionately involve the 
infant as well as empathy and reciprocity in the dyad was remarkably diminished 
(Bystrova, 2009). Increasing the knowledge, and participation in SSC among mother-
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infant dyads will result in less cold stress, improved baseline pulse, and respiratory rates 
in newborns (Chiu & Anderson, 2009).  
Stage, Mathiesen, Emmersen, Greisen, and Damm (2010) examined the effects of 
RIC on neonatal morbidity. The record of an old cohort of N =103 infants routinely 
admitted to NICU and a new cohort of N = 102 infants offered rooming-in care were 
assessed for neonatal morbidities such as hypoglycemia, hypothermia, and admissions to 
the neonatal intensive unit (NICU). Neonatal morbidity and neonatal hypoglycemia were 
significantly less common in the new cohort than in the old group, with 26% versus 55% 
for neonatal morbidity, and 41% versus 63% for neonatal hypoglycemia, respectively. 
The researchers concluded that neonatal care with RIC was associated with reduced 
newborn morbidity when compared with traditional separation of infants from their 
mothers (Stage et al., 2010). Rooming-in care is, therefore, a safe, and recommended 
practice that improves the health of healthy infants. Based on the evidence, RIC, and SSC 
benefit both mothers and their babies. Thus, the mother-infant dyad should be given an 
opportunity for SSC and RIC unless separation is medically indicated (Crenshaw, 2014).  
Although the review above promotes rooming-in, nurses should be aware that 
clinical situations are unique, that families differ, and that RIC may not work in all cases. 
Rooming-in care is about the psychological well-being of the mother and infant safety 
(Waller-Wise, 2012). Staff must not forget that regardless of the health education offered 
to a laboring and then postpartum mother, the hospital stay may be complicated by the 
mother having a feeling of lack of control and lack of self-confidence (Kuo et al., 2012). 
The standard of maternity care should be centered on the physical and psychosocial needs 
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of the mother, the neonate, and her family (Kuo et al., 2012). Therefore, efforts to 
increase the practice of RIC and SSC should be patient centered. 
General Literature 
Skin-to-Skin as a Pain Relief Measure 
Ludington-Hoe and Hosseini (2005) conducted a randomized trial with 24 infants 
to determine the physiological and behavioral pain response in neonates who had heel 
stick. The researchers randomized 24 premature babies.   Group A, received 3 hours of 
SSC/ kangaroo care before the heel stick, and Group B, received traditional nursing care 
inside the incubator before the heel stick. Using ANOVA and Mann-Whitney U statistics, 
the researchers found that markers of pain, such as heart rate, respiratory rate, oxygen 
saturation, and crying time before, during, and after heal stick markedly reduced in the 
neonates that had SSC with their mothers compared to babies who had traditional care.  
Three infants did not cry and slept more while on SSC/ kangaroo care with their mothers 
as compared to the infants inside the incubator. Though Ludington-Hoe and colleagues 
approves SSC, they cautioned that the infant may associate SSC with painful experience.  
In the above-mentioned study, babies had   SSC for 3 hours but, SSC proves to be 
effective even for 20-30 minutes (Ludington-Hoe et al., 2005).  
Modi and Glover (1998) extended the Ludington-Hoe, Hosseini, and Torowicz 
study by examining the effects of SSC on plasma cortisol level and beta-endorphin levels 
before heel stick. The researchers found a 66% decrease in cortisol with a 74% drop in 
beta-endorphin levels in the SSC group compared to the infants who received a massage. 
The significant decline in plasma and salivary cortisol was attributed to the reduction of 
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hypothalamic-pituitary-adrenal (HPA) axis activity (Ludington-Hoe et al., 2005). The 
study concluded that SSC dampens HPA activity before heel stick. While some 
researchers preferred SSC for routine procedures such as the heel stick, Vivancos, Leite, 
Scochi, and Santos (2010) found no statistical difference in infants who had SSC before 
Hepatitis B injection.  
The project facility identified 17 medical conditions for stress care management, 
because the medical conditions required additional nursing surveillance. One of these 
circumstances was hypoglycemia in which heel sticks were done in the newborns every 
hour until their glucose level stabilized. Mild stress, such as pain during heel sticks, may 
result in permanent changes in catecholamine neurotransmission of the limbic system and 
cause exaggerated behavior like mild stress during adult life (Ludington-Hoe et al., 
2005).  Skin-to-skin contact   is viewed as a solution for pain caused by   heel sticks. One 
of the objectives of this DNP project was to facilitate the education, and adoption of SSC 
and RIC by obstetric nurses involved in the direct care of mother-baby dyads. 
Neonatal Abstinence Syndrome (NAS) and RIC 
Using a retrospective chart review, McKnight et al. (2015) examined the effects 
of rooming-in program for newborns at risk for NAS on the need for pharmacologic 
treatment and length of hospitalization. The researchers reviewed medical charts of 24 
newborns in a 13-month period before implementation of RIC, and 20 infants after 
implementation of RIC.  Rooming-in-care was associated with a reduced need for 
pharmacologic treatment for NAS and a shorter hospital stay. Pritham (2013), in a 
systematic review conducted from 1990 to 2013, found that maternal contact, SSC, and 
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RIC decreased the symptoms of NAS (2013). Opioid-dependent women given methadone 
and buprenorphine to ameliorate withdrawal symptoms, transfers the medication through   
breast milk to their newborn (Pritham, 2013), resulting in decreased symptoms of NAS in 
breastfed infants. Skin-to-skin contact and RIC are practices that support opioid-
dependent women to breastfeed their children (Pritham, 2013). 
Sudden Unexpected Postnatal Collapse (SUPC) 
Sudden Unexpected Postnatal Collapse (SUPC) is a rare event that every 
postpartum nurse should know. Unexpected Postnatal Collapse is an apparent life 
threatening event or a sudden unexpected death in infancy occurring within the first week 
of life (Herlenius & Kuhn, 2013). Of the 398 cases reviewed by Herlenius and Kuhn 
(2013), approximately one-third of reported events occurred during the first 2 hours 
between 2 and 24 hours, and between one and 7 days after birth. Two hours’ post birth 
correlates with the time the mother-baby dyad is practicing SSC. A retrospective study 
found that the neonates at risk for SUPC were born at greater than 35 weeks’ gestation 
with no known risk factors for congenital anomalies, prematurity, and perinatal asphyxia 
(Herlenius & Kuhn, 2013). The identified risk factors for SUPC include infants lying on 
their face in an occluded position of the mouth and nose/bent neck (Herlenius & Kuhn, 
2013). Other authors opined that SUPC occurred among babies whose parents were left 
unattended by healthcare providers (Davanzo et al., 2014). A new mother who is left 
unattended with no prior birth experience may not have the requisite knowledge of proper 
positioning during SSC and the newborn’s signs of wellness (Davanzo et al., 2014). 
Therefore, the process of avoiding SUPC entails that the perinatal nurses are 
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knowledgeable regarding the risks of SUPC, and have the skills to educate the mothers 
about the safe positioning of their newborns’ 
Ludington-Hoe and Morgan (2014), suggested the use of the “RAPP” 
(respiratory, activity, perfusion, and position) assessment tool to monitor the wellbeing of 
infants during SSC practice, and to quickly evaluate the babies’ physiological condition 
and position. Ludington-Hoe and Morgan (2014) recommendation for the use of RAPP 
for assessment may be acceptable; however, they recommend that there be 2 hours of 
continuous surveillance by the perinatal nursing staff for the mother-baby dyadThe 
researchers also suggested that electronic monitoring of the neonate be done, which was 
another additional expense the perinatal department cannot afford. The best alternative is 
to educate the nursing staff and mothers on the risks of this rare event and how to prevent 
its occurrence.  
Rounding 
The use of structured rounding by obstetric nurses did not only prevent falls 
among the mother-baby dyad, it also helped to improve the patient’s satisfaction score. 
Rounding was a practice of visiting patients every hour or half an hour and offering care 
within standardized protocol (Halm, 2009) and provides opportunity for monitoring 
SUPC. Rounding has been used as a practice for postpartum mobility assessment, and as 
a tool for implementing changes. The application of SSC and RIC care required an hourly 
rounding by the obstetric nurses. When a mother, baby, and family relative are in the 
same room, there is a need to check often, making sure that they are physiologically and 
psychologically stable. Reviving and sustaining family-centered care requires the 
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incorporation of observation, and feedback from family advisors, and health care 
providers. Through rounding, nurses at the bedside were empowered to initiate evidence-
base approaches to improving the outcome and quality of life for the mothers and their 
families (Fabry, 2015). 
Theoretical and Conceptual Framework 
A relevant theory to change and improve behavior or practice shown to be useful 
for the DNP project was Kotter’s approach. It is a leadership model with broad 
applications (Marshall, 2014). Dr. John P. Kotter is a retired Harvard Business School 
professor who spent over 3decades examining changes, looking at what promotes and 
impedes successful organizational change (Marshall, 2014). Kotter considered that 
organizational change can be managed using a dynamic, nonlinear, 8 -step approach 
(Campbell, 2008; Guzman et al., 2011). The selection of Kotter’s change model was 
informed because unlike other models; it enabled us to gain insight and wisdom from 
expertise borrowed from the business industry (Noble, Lemer, & Stanton, 2011). The 
model was adaptable at each critical step of the process (Reeves & Deimler, 2011). Thus, 
Kotter’s change model was selected to guide and support behavioral changes necessary to 
promote the successful implementation of SSC and RIC (Marshall, 2014). 
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Figure 1. Kotter’s model. Adapted from “Leading a Change: Why Transformation 
Efforts Fail”, by J. P. Kotter, 2007, Harvard Business Review, 92, p. 99. Copyright 2007 
by Harvard Business Review. Reproduced with permission.  
 
Figure 1 is a representation of the major steps of Kotter’s model. The model 
includes the eight steps: Such as establishing a sense of urgency, forming a powerful 
coalition, creating a vision, and communicating the vision, empowering people in the 
organization to act on the vision, planning for vision short-term performance 
improvements, consolidating improvements to produce more change, and finally, 
institutionalizing new approaches to SSC and RIC practices (Kotter, 1995). The process 
of allowing the mother-baby dyad enough time to transition to extra-uterine life, and 
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caring for them in the same room until hospital discharge were new approaches to care 
that was institutionalized.  
The first step was the establishment of a sense of urgency. Jodi and Meyers 
(2009) noted that there was a necessity for practice change by acknowledging that SSC 
and RIC represented a complex process of interaction between mother and baby that was 
far more than association. Interaction and bonding between a mother and her child are 
about creating a new person: immune system, brain function, socialization, and long-term 
health (Ludington-Hoe, 2011). Kangaroo care/SSC was not only endorsed, but the 
American Academy of Pediatrics recommended it as a standard of care (Ludington-Hoe, 
2011). The sense of urgency was extended to the reimbursement requirement. The Joint 
Commission (2013) and the New York State Department of health (2011) required NYS 
hospitals to support exclusive breastfeeding to maintain credentialing and 
reimbursements status. Disrupting or delaying SSC may make self-attachment and 
breastfeeding difficult (Dumas et al., 2013). Moore, Anderson, Bergman and Dowswell 
(2012), opined that early separation also may disturb maternal infant bonding, reducing 
the mother’s affective response to her baby which can reduce breastfeeding rate 
The establishment of a sense of urgency led to a second step which was the 
formation of a powerful coalition that guided and led the SSC and RIC (Kotter & Cohen, 
2012). I identified a group of four nurses as SSC and RIC champions. These nurses acted 
as a support group and ensured the initiation of SSC within one hour of birth and that 
RIC was in place. The second step also entailed engaging the stakeholders, chief 
operating officer, chief nursing officer and the department of obstetrics leadership group. 
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The involvement of stakeholders was essential because a significant change was 
impossible unless the head of the organization was an active supporter (Kotter, 2007). 
Kotter’s change model steps built upon each other in a logical manner based on 
increasing information and involvement from key stakeholders (Csont, Groth, Hopkins, 
& Guillet, 2014). Involving other people such as the patients, family members, certified 
nurses’ aides, midwives, and doctors helped to broaden the coalition team. 
The creation of a compelling vision came next. The project envisioned an increase 
in mothers participating in SSC and RIC. Increasing the rate of SSC and RIC was a 
sensible idea. Without a consistent vision, the change effort might have resulted in 
confusing mandates and leading to disorganization such that nurses would make no 
progress with the change initiative (Kotter, 2007). During the period of vision 
propagation, the stakeholder’s concerns, obstacles, suggestions, and vision were 
addressed. Meeting stakeholders’ needs helped to broaden the vision, and people took it 
as their project and intervention.  
Though Kotter’s model built on each step in a logical manner, step 4  
(communicating the vision) and step 5  (empowering others) occurred simultaneously 
(Kotter, 1995). There were thorough discussions of SSC and RIC using consistent 
communication during staff meetings by making nurses aware of the vision and through 
education and reminders by the SSC and RIC champions, their perception of SSC and 
RIC was altered as they incorporated the changes into their practice (White, 2016). The 
awareness of SSC and RIC were created through different media formats such as posters, 
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pamphlets, texts, interrupt emails, promotional messages, and visual aids. 
Communication also involved been a role model and been available to answer questions 
Step 5 of Kotter’s model included the removal of obstacles to the change, change 
system, or structures that undermined the vision (Kotter, 2007). The project endeavored 
to remove every obstacle that would hinder the SSC and RIC, creating protocols, 
processes, and structures in the system that enabled the change to take place (Day & 
Shannon, 2015). The greatest barrier to the acceptance of SSC was the completion of 
nursing tasks, for example, infant bathing, and obtaining baby’s birth weight immediately 
after birth. It was essential to incorporate evidence-based practice into the reorientation of 
nursing tasks, such as deferring the first bath until after 12 hours of birth and using the 
last estimated birth weight for admission procedures (Dabrowski, 2007). The postponing 
of infant bathing and baby's weighing helped to foster bonding, and prevented separation 
of the mother-baby dyad in the immediate delivery process. 
Step 6 was the planning and the creation of short-term wins. At step 6 the key 
players of the vision were recognized and honored. The giving of little card, verbal 
appreciation, sending emails motivated the nurses. Without motivation, the people 
involved in the change would not have helped, and the efforts would be fruitless (Kotter, 
2007). The team also consolidated positive change result to produce more change. 
Credibility and confidence were built among the staff as they were empowered to 
recognize that change has come 
Kotter described the seventh step as the consolidation of improvements. During 
the phase of consolidation, credible evidence was used to change systems and structures 
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that were not consistent with the vision. The nurses admitted the newborns in labor and 
delivery instead of the newborn nursery. The admission of the infant in labor room 
demanded the creation of a transitional nurse from the postpartum staff. The high-risk 
guideline for monitoring of glucose level (Appendix K) was another system policy that 
was changed. Heel stick for the monitoring of hypoglycemia was restricted to only at 
risks infants as specified in the guidelines. The AAP (2012) limits glucose monitoring to 
the large for gestational age, small for gestational age, babies born to diabetic mothers, 
late pre-term infants, and children who are symptomatic for hypoglycemia. 
The final stage of Kotter’s change model was the institutionalization of the new 
approaches. Nurses incorporated transitional nursing in labor and delivery, and assisted 
mothers to do SSC and RIC. Monitoring and evaluating of the change were done in the 
form of new employee performance appraisal, and reward system to influence the nursing 
staff to adhere to the new values. The organization put practices in place to ensure 
continued successful implementation of the project, and that the improvement initiative 
stayed until the philosophy: “in this organization, we practice SSC, and do not separate 
mother-infant dyad unless medically indicated” was second nature.  
Summary 
The literature reviewed showed the primary reasons for SSC as the prevention of 
hypothermia, and hypoglycemia in the newborn, and decreasing crying during painful 
procedures. Reduction of maternal anxiety, stress, and postpartum depression was also 
evident. Rooming-in care was shown to increase breastfeeding, mother-infant 
interactions, and decreased infant morbidity rate. Kotter presented his model as a 
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framework for empowering people in an organization to act on a vision. The change 
process involved the removal of any obstacle that would hinder the change, the creation, 
and changes in policies, protocols, and practices in an organizational system that enabled 
the change to take place. The next section of the DNP project focus on the project design, 
population, data collection, data analysis, and the project evaluation mechanism. 
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Section 3: Methodology 
Introduction 
The purpose of the DNP project was to improve the use of SSC and RIC best 
practices following an educational intervention. The project was a practice improvement 
initiative. The participants were a sample of obstetric nurses. The nurses were evaluated 
using a standardized outcome measurement, The Mother-Newborn Skin-to-Skin Contact 
Questionnaires (MSSCQ; Nahidi, Tavafian, Heidarzadeh, Hajizadeh, & Montazeri, 
2014), and the Nurse Attitudes and Barriers to Non-Separation Scale (Barry & Williams-
Willis, 2011) for knowledge, attitude, and practice. The breastfeeding department keeps a 
monthly record of SSC and RIC rates, but I also reviewed the medical records for 
compliance by counting the number of incidences of SSC and RIC. The charts excluded 
patient identifiers. In Section 3, I discuss the population, data collection, data analysis, 
and evaluation plan. 
Project Design/Methods 
The DNP project used a posteducational measurement method to evaluate the 
effect of an educational intervention in a clinical setting (LoBiondo-Wood, Haber, 
Cameron, & Singh, 2014). The effectiveness of the educational intervention on SSC and 
RIC was the outcome of the measurement (Grove, Burns, & Gray, 2013). I did not use a 
controlled experimental design for the project because of the difficulty of establishing a 
causal relationship (Onyejuruwa, 2014). Lack of randomization may be a weakness of the 
practice improvement project (Harris et al., 2006). 
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Population and Sampling 
The setting was a community family-oriented hospital serving a large and highly 
educated population in the northeastern region of the United States. It had a complete 
range of services including pediatrics, geriatrics, wellness, sexually transmitted disease, 
and women’s health. The obstetric unit served a culturally diverse population and was 
staffed by nurses of varied cultural and ethnic backgrounds. 
The Target Population 
The target population was the obstetric nurses. The obstetric department had 
about 100 nurses at the start of the project, but this number had decreased at the project’s 
completion. The nurses had varied age, cultural, and educational backgrounds. Their ages 
ranged from 20 to 69 years, and their work experience varied from a minimum of 1 year 
to 42 years. They included nurses from Africa, Asia, South America, and Europe, as well 
as the United States. In terms of educational preparation, the obstetric nurses included 27 
individuals with baccalaureate degrees, 18 individuals with associate’s degree, three 
licensed practical nurses, two individuals with master’s degrees, one advanced practice 
nurse, and one doctorate-prepared (PhD) nurse. 
The sampling method was nonprobability convenience sampling because all of 
the obstetric nurses in the clinical site were involved. Convenience sampling is 
inexpensive, feasible, easily accessible, and less time consuming in compare to other 
sampling methods (Grove, Burns, & Gray, 2013). Morrison, Lee, Gruenewald, and 
Marzell (2015) recommended purposeful sampling of places of interest (health care 
organizations), use of recruitment strategies appropriate to the environment, and the 
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provision of full information on response rates at all levels of sampling in order to reduce 
sampling bias in location-based sampling. Therefore, to reduce bias associated with 
convenience sampling, I ensured that all the obstetric nurses had at least 1 year of 
experience working with newborns and met the inclusion criteria for the DNP project. 
The project used the entire population or the census of the obstetric nurses in the 
clinical site as the sample. Using G*power software 3.0 (Faul, Erdfelder, Lang, & 
Buchner, 2007), with alpha set at .05 and power at 0.80 with an effect size of 0.30, the 
sample size was an estimate of 100 obstetric nurses. The use of a census eliminated 
sampling error and provided data for all the obstetric nurses in the facility  
Data Collection 
Data collection began once Walden University Institutional Review Board (IRB) 
approval (01-12-17-0443685) and project site management approval were obtained. A 
sign-in sheet was provided, and return of an anonymous questionnaire signaled consent. 
Data collection involved several steps: My practicum preceptor called the first meeting, 
in which I had the opportunity to introduce my project, the process, and the expectations. 
I distributed the Mother-Newborn Skin-to-Skin Contact (MSSCQ) and the Nurse 
Attitudes and Barriers to Non-Separation Scale (NABNSS) pretest questionnaires 
(Appendices C and E) to the obstetric nurses. The MSSCQ used a 3-point Likert scale 
(agree, neither agree nor disagree, and disagree), and the NABNSS used a 5-point Likert 
scale (strongly agree, agree, undecided, disagree, and strongly disagree). The 
demographic data (Appendix H) did not include identifiers to protect the privacy of the 
participants. 
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In a meeting with my practicum preceptor, we determined that because the rates 
of SSC and RIC were collected by the breastfeeding department, the numbers would be 
retrieved retrospectively from that department. I also verified the rates of SSC and RIC in 
the EMR. The breastfeeding department provided the rates of SSC and RIC for the 
months of February and March. At the completion of pretest data collection, I presented a 
1-hour PowerPoint titled “All About Skin-to-Skin and Rooming-in Care” (Appendix I) in 
unit meetings, one-to-discussions, and small-group meetings. The daily meetings were 
conducted to cover the various shifts as well as staff who might be going on vacation.  In 
the presentation, I discussed SSC and RIC, the benefits of the new care model, and 
strategies for helping mothers to engage in SSC and RIC. The PPowerPoint presentation 
placed emphasis on performance of SSC for all babies, irrespective of their feeding 
method, and nonseparation of the mother-infant dyad throughout the hospital stay 
(BabyFriendlyUSA, 2013). The results of the pretest questionnaires and data on the rates 
of SSC and RIC before the implementation of the project served as a baseline. After the 
educational intervention, I obtained post data from the breastfeeding department for the 
months of April and May. I verified the postintervention rates of SSC and RIC 
information in the EMR. The obstetric nurses returned the distributed questionnaires. The 
pretest results were compared with the posttest results to determine the immediate 
changes in knowledge, attitudes, and compliance with SSC and RIC. Patient identifiers 
were not revealed; confidentiality was preserved. Permission was not needed from the 
patients because the project was a quality improvement initiative. At the end of the 
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practice effort (after my graduation from the DNP program), a posttest measurement will 
be conducted to assess the long-term effects of the intervention. 
Instruments 
The obstetric nurses’ knowledge, attitudes, and practice were measured using the 
MSSCQ (Appendix C) and NABNSS (Appendix E). The MSSCQ was modified to suit 
the project, and the modification affected neither the reliability nor the validity of the 
instrument (Nahidi et al., 2014). The items on the questionnaire used a Likert-scale 
format, with response options ranging from strongly disagree to strongly agree. The 
MSSCQ was developed in 2014 by Nahidi et al. as a psychometrical evaluation 
instrument for measuring mother-newborn SSC. The MSSCQ was derived from the 
PRECEDE-PROCEED model. Green and Kreuter developed the PRECEDE-PROCEED 
model for use in planning public health activities. The model guided the evaluation 
process, implementation, impact and outcomes of the intervention (Zaccagnini & White 
2011).  
The MSSCQ had internal consistency of Cronbach’s alpha 0.92 and test-retest 
stability of 0.94 (Nahidi et al., 2014). The MSSCQ had good construct validity. 
According to Nahidi et al. (2014), the MSSCQ’s construct validity was determined using 
both exploratory factor analysis (EFA) and confirmatory factor analyzes (CFA). The EFA 
loaded 82 questionnaire items on 15 factors and 3 distinct constructs that jointly 
accounted for 60.61% of observed variance whereas CFA determined (MSSCQ) is a 
model for appropriate fitness and acceptable value for clinical practice, midwifery and 
nursing studies (Nahidi et al., 2014)   
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The obstetric nurses’ knowledge, attitudes, and practices were also measured with 
the NABNSS (Appendix E). The items on the questionnaire used a Likert scale that 
ranged from strongly disagree to strongly agree. The NABNSS was developed by Barry 
and Williams-Wills in 2011 and was the result of a combination of two previously 
reported instruments. One of these tools, “Is Your Prenatal Practice Mother-Friendly? A 
Strategy for Improving Maternal Care,” was developed as an evidence-based tool for 
health practitioners to improve maternal care (Hotelling, 2004) in compliance with the 
Coalition for Improving Maternity Services (CIMS). The other, titled “Attitude and 
Awareness of Nurses About Rooming-in System,” was used in determining optimal 
strategies for a system of rooming-in (Kim, Kim, Kim, Cho, & Kim, 2010). The 
instrument had a Cronbach’s alpha of 0.897 on nurse’s attitude and 0.932 on nurse’s 
confidence (Barry & Williams-Willis, 2011). A Cronbach’s alpha of 0.8 and 0.9 indicates 
good internal consistency. The instrument’s construct validity was evaluated and revised 
by a panel of obstetric clinicians (Barry & Williams-Willis, 2011). There was no record 
of the validity, which may be a limitation. 
Protection of Human Subjects 
The DNP project was a practice improvement initiative. I completed a web-based 
training course entitled “Protecting Human Research Participants” (Appendix F). Groves, 
Burns, and Gray (2013) said that a project involving even greater than minimal risks to 
participants requires human protection. I kept all data anonymous in order to protect the 
privacy and confidentiality of the participants. The participants’ names were not on the 
questionnaires, and responses and comments remained anonymous. Patient identifiers 
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such as names and dates of birth were removed from SSC and RIC data to ensure 
confidentiality and protection of patients’ information. The questionnaires and the data 
were stored in a locked file cabinet, which remained in a locked private office. The 
computer that was used for data storage and analysis was password protected. 
Data Analysis  
The question for the improvement initiative project was the following: “Will an 
educational program on SSC and RIC improve the rate of skin-to-skin holding and 
rooming-in practices from 10% to 55% in a postpartum unit within 2 months?” The 
obstetric nurses’ attitudes toward and fluency in the performance of SSC and RIC were 
measured and codified. The MSSCQ codes were 2 for agree, 1 for neither agree nor 
disagree, and 0 for disagree; the NABNSS codes were 1 for strongly disagree, 2 for 
disagree, 3 for undecided, 4 for agree, and 5 for strongly agree. The coded data were 
grouped under pretest and posttest data. Many of the distributions violated the 
assumption of normality for a paired sample t test because the skewness or kurtosis 
statistic was above an absolute value of 2.0 (Grove, Burns, & Gray, 2013). Therefore, a 
nonparametric Wilcoxon test was used to test the relationship between the pretest and 
posttest results. 
The demographic survey sheet was a self-report questionnaire that was used to 
describe the characteristics of the participants (Appendix H). The demographic data were 
analyzed using descriptive statistics such as mean and percentages. The software that was 
used to complete the analysis was the International Business Machines (IBM) Statistical 
Package for the Social Sciences (SPSS) version 21 (SPSS, 2012). 
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Data for the SSC and RIC rates 2 months prior to implementation of the project 
initiative were retrospectively collected from medical records and the breastfeeding 
department as baseline data. A bar chart was used to compare the pre- and 
posteducational intervention on SSC and RIC (Zaccagnini & White, 2011). The time 
constraints for the project did not permit the collection of enough data points, but 
statistical significance was achieved. Zaccagnini and White (2011) advised that graphs, 
trends, bar charts, and patterns of practice can be used as measures of change. The SSC 
and RIC measures were analyzed through documentation of SSC practice and RIC in the 
electronic medical records pre and post practice initiative to detect differences in the rate 
of practice. The NABNSS and MSSCQ questionnaires were analyzed using SPSS version 
21 to compute statistical significance. A statistically significant value indicated a change 
in the obstetric nurses’ attitudes, knowledge, self-efficacy, and practice in relation to SSC 
and RIC. 
Project Evaluation Plan 
Leading a change and transforming practice require a framework that will guide 
the process. The effectiveness of the project was evaluated through the project’s goals 
and desired outcome. The project was assessed using the realistic paradigm from the 
beginning to the end of the process (Figure 2). The strength of the realistic evaluation was 
that it encouraged understanding of the relationship between the context, mechanism, and 
outcome (Brimdyr, Widström, Cadwell, Svensson, & Turner-Maffei, 2012). 
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Figure 2. The realistic evaluation paradigm. Adapted from “A Realistic Evaluation of 
Two Training Programs on Implementing Skin-to-Skin as a Standard of Care,” by K. 
Brimdyr, A. M. Widström, K. Cadwell, K. Svensson, and C. Turner-Maffei, 2012, 
Journal of Perinatal Education, 21(3), p. 151. 
 
The context was the practice of SSC and RIC, whereas the mechanism was the 
education about SSC and RIC. The expected outcome was an increase in the rates of SSC 
and RIC. The limitation of this paradigm is that it does not contribute specifically to 
scientific knowledge; rather, it was used to inform the obstetric nurses about the EBP of 
SSC and RIC (Pawson & Tilley, 1997).  
The evaluation also answered the following questions relating to the project:  
1. Was the project objective achieved? 
2. What impact did the project have on the obstetric nurses’ knowledge, skills, 
and abilities in relation to SSC and RIC? 
3. Did all the obstetrics nurses benefit from the education about SSC and RIC? 
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4. Did the project improve the willingness of the obstetric nurses to engage in 
SSC and RIC? 
5. What impact did best practices of SSC and RIC have on the rates of SSC and 
RIC? 
6. What impact did the PowerPoint presentation (Appendix I) have in terms of 
increasing the rate of SSC and RIC? 
The realistic evaluation provided data to support sustainability of the practice 
improvement initiative with the goal of increasing rates of SSC and RIC and leading 
similar projects in other organizations. 
Summary 
A review of the literature identified several interventions to minimize mother-
infant separation and to facilitate mother-infant togetherness. The process of keeping the 
mother-infant dyad together required a change in nurses’ knowledge, attitudes, and 
practices (Bernaix, Beaman, Schmidt, Harris, & Miller, 2010). In this section, I have 
discussed the educational intervention and the evaluation of the effects of the intervention 
using pre- and posttest data. Obtaining data required protection of human subjects, even 
with the minimal intervention. A valid and reliable instrument was used to bring meaning 
to the DNP project. The best evaluation resulted in the best EBP. EBP improved the lives 
of children and mothers and had an impact on the nursing profession. Nurses were 
therefore empowered to be champions of excellent care. In the next section, I summarize 
the findings, implications, and project strengths and limitations, and I present an analysis 
of myself as a DNP project leader. 
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Section 4: Findings, Discussions, and Implications 
Introduction 
The project assessed the outcome of a nurse education concerning rates of SSC 
and RIC in an obstetric unit, in addition to measuring nurses’ attitudes and barriers to 
SSC and RIC. Thus, answer to the question “will an educational intervention increase the 
rates of SSC and RIC in an obstetric unit within 2 months?” was provided. Overall, the 
combination of Kotter’s change model and EBP changes with an active-learning 
approach triggered, and supported changes in practice that benefited the mother-baby 
dyad. While Kotter’s model directed the progress of the project, the learner-centered 
teaching methods that actively engaged the nurses in the learning process had a positive 
impact on knowledge transfer, attitudes, practices, and SSC and RIC rates, as was also 
demonstrated in a similar study (Herreid, 2011). In section 4, I present summary of the 
findings, discuss the results in the context of the literature, and offer implications, project 
strengths, project limitations, and an analysis of myself. 
Summary of Findings 
The purpose of the DNP project was to increase rates of SSC and RIC from 10% 
to 55% in an obstetric unit in the northeastern region of the United States using Kotter’s 
model of change and evidence-based educational intervention among nurses. The project 
question was the following: “Will an educational program on skin-to-skin contact and 
rooming-in care improve the rate of skin-to-skin holding and rooming-in practices in an 
obstetric unit within 2 months?” The project involved three objectives to address the 
question: 
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1. To increase SSC rates of mother-baby dyads at the project site from 10% to 
55% during the first hour after birth.  
2. To increase the percentage of mothers rooming-in with their babies to 55% 
from the present 10%. 
3. To evaluate obstetric nurses’ attitudes and barriers in relation to SCC and RIC 
practices. 
Demographics 
Demographic characteristics for the sample (N = 49) can be found in Table 1.  
The sample size for the project was 49 female nurses (N = 49). Nurses’ ages varied from 
less than 30 years to more than 60 years, with the greatest proportion of nurses being 
between the ages of 31 and 59 years. Descriptive statistics were used to analyze the 
demographic characteristics of race, age, job title, years of experience in nursing, years of 
nursing experience in obstetrics, and level of education. These characteristics were 
recorded as nominal data with frequencies and percentages. The race with the greatest 
frequency was African American, and the majority of participants were registered nurses. 
Most of the nurses had more than 10 years working in the obstetric unit and held a 
baccalaureate degree (BSN).  
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Table 1 
 
Demographic Characteristics 
Variables Level Frequency (%) 
Race   
 White              8 (16.4%) 
 African American            23 (46.9%) 
 Asian            13 (26.5%) 
 Hispanic              4 (08.2%) 
 Other              1 (02.0%) 
Age   
 < 30              4 (08.2%) 
 30-39            14 (28.6%) 
 40-49              9 (18.4%) 
 50-59            16 (32.7%) 
 > 60              6 (12.2%) 
Job title   
                   RN            43 (89.6%) 
                   LPN              3 (06.1%) 
 APRN              1 (02.1%) 
   
Years of experience   
 < 5 years            12 (24.5%) 
 5-10 years              7 (14.3%) 
 > 10 years            30 (61.2%) 
Years of obstetrics 
experience 
  
 < 3 years              8 (16.3%) 
 2-5 years              8 (16.3%) 
 5-10 years              9 (18.4%) 
 > 10 years            24 (49.0%) 
Education   
                  ADN            18 (37.5%) 
                  BSN            27 (56.3%) 
                  MSN              2 (04.2%) 
                  Other              1 (02.1%) 
Note. N = 49. 
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Project Objective 1 
The first objective of the project was to increase the rates of SSC of mother-baby 
dyads at the project site from 10% to 55% during the first hour after birth. The 
preintervention period consisted of the months of February and March. Chart audits were 
completed by the breastfeeding department to ascertain the number of women who did 
SSC within the first hour of an infant’s birth. The rates of SSC were compiled monthly 
by the breastfeeding department and displayed in the form of a chart on the unit’s notice 
board. The data for the months of February and March were provided to me by the 
department. I also double checked the data in the EMR for confirmation. To guide the 
development of the educational intervention, I carried out an observation of the practice 
of SSC so that the education could meet the learning needs of the obstetric nurses. One-
hour educational sessions were delivered to the nurses to develop and increase their 
knowledge on SSC. The sessions were given daily on different shifts to reach a maximum 
number of nurses. The educational sessions took the form of small- and large-group 
presentations and discussions.  
Following the educational intervention, pre- and postintervention data were 
compared to determine the changes in practice. The prospective review of SSC in the 
EMR showed a 92% increase by the end of April and a 96% increase by the end of May 
(Figure 3). The significant increases in the rates of SSC from 10% to 92% and 96%, 
respectively, demonstrate that the educational intervention on SSC among obstetric 
nurses was successful and went above the 55% expectation. Educational interventions 
that aim to support the implementation of EBP among nurses are discussed in the 
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literature. Brimdyr, Widström, Cadwell, Svensson, and Turner-Maffei (2012) determined 
that the application of an educational intervention led to a significant and sustainable 
change in practice. 
 
Figure 3. Pre- and postintervention rates of skin-to-skin contact. 
Project Objective 2 
The second objective of the project was to increase the number of mothers who 
were rooming-in (RIC) with their babies to 55% from the present 10%. The traditional 
trend of separating a mother and her baby immediately after birth for nonurgent care was 
documented in the EMR for the months of February and March 2017, before the 
educational intervention (Figure 4). The separation of the mother-baby dyad was a 
routine firmly rooted in maternity care at the clinical site. This unreasonable and non-
evidence-based practice puts the newborn under stress (Bystrova et al., 2003). Routine 
care such as ophthalmic eye ointment, Vitamin and. Hepatitis B vaccines can be given 
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while the newborn is on his or her mother’s bare chest, and infant weighing can wait until 
1 hour post birth. After the educational intervention, there was an increase in the rates of 
RIC from 10% to 90% in April and 92% in May. The significant increase exceeded the 
projected 55% rate for RIC for the DNP project. The rapid increase was in part due to the 
nurses’ willingness to learn and apply the EBP. The leadership team was very supportive 
of the project and had a goal of becoming a Baby Friendly institution as well as 
maintaining the Baby Friendly status. 
 
Figure 4. Pre- and posteducation rates of rooming-in care. 
Project Objective 3 
The third objective of the project was to evaluate obstetric nurses’ attitudes and 
barriers to SSC and RIC practices. The MSSCQ assessed the nurses’ attitudes using the 
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Likert scale of agree, neither agree nor disagree, and disagree. The NABNSS also 
examined the attitude variable, but with a 5-point Likert scale. Subscale scores for each 
content area of the MSSCQ and the NABNSS were calculated by adding the Likert-type 
items. The subscale scores were computed for the two instruments for both the pre and 
the post surveys. The subscale scores were checked for normality using skewness and 
kurtosis statistics. The skewness and kurtosis statistics for the subscale score distribution 
(pre or post) were above the absolute value of 2.0. The distribution was then assumed to 
be nonnormal. Therefore, to compare the within-subjects’ effects of the subscale scores, 
nonparametric Wilcoxon signed ranks test was used. Medians and interquartile (IQR) 
ranges were reported to give context to the inferential findings. Statistical significance 
was assumed at an alpha value of 0.5, and all analyses were conducted using SPSS 
version 21 (Samuel, 2010). 
For the within-variables, there were significant increases from pre to post 
educational intervention. The subscales related to the obstetric nurse’s attitude, 
newborn’s health, mother’s physical health, belief about obstacles of SSC, belief in self-
efficacy, mental health, service provided to mothers, preparation, encouraging factors, 
self-motivation, occupational satisfaction, nonseparation, and feeling confident (p < 
.001). There was a significant decrease pre to post for managerial planning, and self-
motivation (p <.001). Belief about obstacles to SSC for within-subjects’ analysis yielded 
a nonsignificant change (p =.57). I conducted the analysis of the questionnaire with the 
help of a statistician. The authors of the instruments did not respond to email 
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communication; thus, the original scoring rubric was not applied, which may have been a 
limitation. 
Table 2 
 
Pre and Post Scores for MSSCQ and NABNSS: Values and Median (Interquartile Range) 
Subscale                                        Pre scores                        Post scores                           p-value 
Obstetrics nurse's attitude              16.0 (9.0)                           22.0 (1.0)                                < .001 
Newborn's health                             9.0 (7.0)                           14.0 (0.0)                                < .001                                                        
Mother's physical health                  4.0 (2.0)                             8.0 (0.5)                                < .001                             
Belief about obstacles of SSC         6.0 (5.5)                             8.0 (6.0)                                    .57                                                  
Belief in self-efficacy                    10.0 (7.0)                           14.0 (0.0)                                < .001                
Mental health                                   6.0 (4.0)                             8.0 (0.0)                                < .001 
Managerial planning                        8.0 (4.0)                             8.0 (0.0)                               < .001 
Service provided to mother              6.0 (4.0)                             8.0 (0.0)                               < .001 
Preparation                                      13.5 (8.0)                          16.0 (0.0)                               < .001 
Encouraging factors                        11.0 (7.0)                          14.0 (0.0)                               < .001 
Self-motivation                                 8.0 (4.0)                             8.0 (0.0)                              < .001 
Occupational satisfaction                 3.0 (3.0)                             6.0 (1.0)                              < .001 
Non-Separation Scale                    98.5 (35.3)                       124.5(21.8)                              < .001 
"I feel confident"                           35.0 (10.5)                           43.5(9.0)                              < .001 
 
Discussion of Findings in the Context of the Literature 
Following the implementation of the evidence-based intervention using education 
and Kotter’s model of change, communication/teamwork improved, resulting in a 
significant shift in practice. Literature has shown that educational interventions can 
improve clinical practice. Herreid (2011) opined that when learners are involved in the 
learning process and interact with peers, information retention of EBP increases by 60% 
to 80%.  Brimdyr et al. (2012) concurred that a combination of expert education and 
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practical applications of evidence led to significant and sustainable changes in clinical 
practice. 
Routine mother-infant separation shortly after birth was a common practice at the 
project site. Mother-infant dyad separation deviates from EBP (Moore, Anderson, 
Bergman, & Dowswell, 2007). The literature showed that neonatal morbidity was 
contingent on close and virtually continuous maternal contact (Widström et al., 2011). 
Thus, Widström recommended that SSC continue until the end of the first successful 
feeding, regardless of the method of feeding. Skin-to-skin contact enhanced early infant 
self-regulation (Widström et al. 2011). Performing SSC and RIC, such that the mother 
and her newborn remained in the same room until hospital discharge, improved mother-
infant bonding. It has been shown that keeping babies with their mothers increases 
mother-infant bonding and facilitates the presence of maternal behaviors (WHO, 2003). 
Mother-infant bonding begins with SSC and continues throughout life. Bonding has 
implications for the future parent-child relationship and for the infant’s physical, 
psychological, and social development (Feldman, Eidelman, Sirota, & Weller, 2002). 
The combination of nurse education and a guiding model enhanced a practice 
change. Although Kotter’s model was designed to be used in the business world, use of 
the model in the healthcare field has resulted in success as well (Kotter, 2007). Events 
occurring in the business community are comparable to those in health care 
organizations, and thus the same scenario can be usefully applied. Evidence-based 
clinical changes using a systematic approach can reshape organizational structure to 
reflect future goals and objectives (Day & Shannon, 2015). 
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Implications 
Policy 
Nursing, healthcare institutions, and health policies should be based on the best 
evidence for practice. Nurses, as the largest body of health care providers, should practice 
at the full extent of their training and education (IOM, 2010). Nurses should be aware 
that quality randomized controlled trials and observational studies have replaced 
theoretical reasoning from basic sciences.  Randomized controlled trials and 
observational studies should be translated into health care and organizational policies 
(Greenhalgh, Howick, & Maskrey, 2014). Evidence-based policy has become the focus 
of a dynamic intellectual community. Health care providers are committed to making 
clinical practice more scientific and empirically grounded. When the care delivered is 
rooted in EBP, safer, more consistent, and cost-effective care is provided to patients 
(Greenhalgh et al., 2014).  
Skin-to-skin and RIC, as recommended by the American Academy of Pediatrics 
(AAP, 2012), are the standards of practice. Any interruption of immediate SSC and RIC 
of the mother-baby dyad is a suboptimal clinical practice that is inconsistent with current 
recommendations by ACOG, AAP, and AWHONN (Turenne, Héon, Aita, Faessler, & 
Doddridge, 2016). The obstetric unit has adopted the policy and practice of SSC and 
keeping the mother-baby dyad in one room until hospital discharge. In addition, 
phototherapy is now being conducted in the mother’s room. Based on the DNP project, it 
was determined that there was no reason to have a well-baby nursery, and the nursery has 
been phased out. 
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Practice 
Evidence supports immediate, uninterrupted SSC and RIC post birth in all stable 
mother-baby dyads. Achieving an increase in the rates of SSC and RIC required the 
nurses to understand the literature surrounding SSC and RIC and how the practice 
changes were based on the evidence. Persons caring for the mother-infant dyad should 
acquire the knowledge and attitudes needed to promote nonseparation practice in 
obstetric units. The idea of health care is not the offer of a free medical bill, but involves 
nurses at the forefront of evidence-based maternal care (Mason, 2009). At a time when 
patients are looking for competent, high quality health care among rising costs, nurse-led 
EBP becomes the solution (Coddington & Sands, 2008). A transformed health care 
demands a transformed nurse, and a transformed practice. Because of the combination of 
education inspired by active learning, EBP, and the use of Kotter’s model, nurses have 
shown positive results in the use of SSC and RIC in their practice. 
Future practice requires constant educational training on EBP for nurses who 
practice in obstetric units. Many of the nurses do not have exposure to evidence-based 
maternal infant practices, and often rely on basic sciences and past experiences that are 
outdated and nonevidence based. The education department should conduct continuing 
further education to increase and maintain nurses’ knowledge, attitudes, and practices. 
Research 
Giving the results of the DNP project, the effects of the educational intervention 
could be evaluated on families. Haxton and friends (2012) assessed the effects of SSC 
duration on the rates of breastfeeding initiation. The researchers concluded that SSC 
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helps in increasing the rate of breastfeeding. Future project demands the examination of 
the combined effects of SSC and RIC on breastfeeding. The project also offers an 
opportunity to evaluate the effects of educational intervention on a larger population. The 
evaluation will enable generalization and the formulation of SSC, RIC, and breastfeeding 
policies. 
It is an acceptable idea to implement the educational intervention of SSC and RIC 
for nurses working in every area of the obstetric unit, such as the prenatal clinics, and 
neonatal intensive unit. The nurses should be evaluated on the effects of evidence-based 
education on knowledge, attitudes, and clinical practice using validated observational or 
randomized controlled trials (RCTs). Observational studies can use the same standards as 
RTCs and should, be used as a corresponding method rather than analytic technique 
(Ligthelm, 2007). 
The effects of the educational intervention could be evaluated on families. Haxton 
and friends (2012) assessed the effects of SSC duration on the rates of breastfeeding 
initiation. The researchers concluded that SSC helped in increasing the rate of 
breastfeeding. Future project demands the examination of the combined effects of SSC 
and RIC on breastfeeding. This project also offers an opportunity for a study to evaluate 
the effects of educational intervention on a larger population so as to enable 
generalization, and the formulation of SSC, RIC, and breastfeeding policy.  
Social Change 
Traditionally, mothers have held their children in their arms following birth, while 
resting, or sleeping. Women have always been known to provide their kids with safety, 
59 
 
warmth, and nourishment (Crenshaw, 2007). This “desire for closeness” is a physical and 
emotional cord that unites mothers, and their children (Young, 2013). Before the 
implementation of this DNP project, babies were separated from their mothers 
immediately after birth, father of the babies had restricted visiting hours, and siblings 
under the age of 12 years were not allowed to visit their mothers in the obstetric unit. The 
practice of visiting time restrictions was changed, and now families can visit at any time, 
and significant others are giving the opportunity to sleep over night to help their wife and 
the newborn. Nonseparation helps in family dynamics and bonding (Nichols, Crow, & 
Balakas, 2015). The beneficial outcome that resulted from creating a positive bonding 
supported the health care practice that encourages positive attachment for the infant and 
their parents (Young, 2013)). 
The relationship between the physicians, nurses, and nurses’ aide working in this 
obstetric unit has improved. There are more care coordination, teamwork, and less sense 
of superiority or inferiority among the nurses. The new relationship has resulted in the 
emergence of a team spirit. Prompt and efficient applications of EBP of SSC and RIC 
have led to an improvement in the safe and efficacious care of the mother-baby dyad. 
Nurses who are competent in applying EBP practices have positively influenced the 
birthing experience of families in this project site. Improved teamwork, coordination, and 
communication at the workplace have ensured safety and patient protection while 
developing confident, and competent obstetric practitioners. The translation of the 
evidence-based practices of SSC and RIC by the obstetric nurses into daily clinical care 
has resulted in a positive impact on present and future nursing practice. This DNP project 
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has the potential of improving nurses' knowledge. Better nursing experience will have 
improved patient outcome and enhanced social change. 
Project Strengths and Limitations 
Strengths 
This DNP project had three major strengths. Kotter’s model of change was useful 
in guiding the implementation and evaluation of the process, fostering an understanding 
of the context of the practices of SSC and RIC at the obstetric unit. Utilizing a theoretical 
model can enhance the ability of a change to meet its intended outcome (Cooney, 
Pernick, Rice, & Monago, 2016). Though Kotter’s model was developed for use in the 
business world, Sibbald, Wathen, and Kothari, (2016), highlighted that lessons learnt in 
the business community can be applied to healthcare organization. Similarly, (Kash, 
Spaulding, Johnson, & Gamm, 2014) reported on the suitability and sustainability of the 
Kotter’s model for implementing an EBP of SSC and RIC, thus supporting its relevance. 
 The use of an active learning approach through the educational power point which 
allowed for a dynamic teaching and learning was strength of the DNP project. Active 
teaching/learning methods are consistent with recent recommendations in perinatal 
education because they promote the confidence and competence that matches the 
increasingly sophisticated needs of families in today’s world (Drake, 2016) The focus on 
the interactive educational participation of nurses facilitated the change in practice at the 
clinical milieu (Turenne, Héon, Aita, Faessler, & Doddridge, 2016). 
 I saw strength in the involvement of immediate superiors who in turn involved the 
senior leadership team. The backing and commitment of the leadership team at the 
61 
 
project site was a contributing factor to the success of the project. The project leadership 
role was of great importance in motivating the nurses and in creating an efficient working 
environment that helped with the practice changes (Anantatmula, 2010). A project done 
without the support of leadership will not succeed. Following implementation, monthly 
rates of SSC and RIC are continuing to be tracked and recorded by the breastfeeding 
department.  
Limitations 
Despite the strengths as identified above, this DNP project presented some 
significant limitations. The population was a small convenience sample of the obstetrical 
nurses. The estimated number of the participant was 100 nurses, but before the 
completion of the project, the number was decreased. The reduction in the number of 
participants was because of nurses who moved to other facilities, annual vacations, 
maternity leaves, and refusal to return the surveys. Small project participant sizes hinder 
the generalizability of findings to a large population (Grove, Burns & Gray, 2013). 
Though a gift incentive was given with the completion of the education and survey, not 
all nurses complied with the return of the survey. However, the sample size of the project 
was similar to past projects that were carried out in an obstetric unit. 
Reaching and obtaining the scoring rubrics for the questionnaire used for this 
DNP project was a challenge. The authors of the survey could not be reached, and the one 
that was reached was not helpful. The inability to obtain the scoring rubrics caused a 
delay in the completion of the project. 
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Recommendations for Remediation of Limitations in Future Work 
The time constrains of the project resulted in using a convenience sample of one 
obstetric unit. Future project demands a larger sample size from two or more healthcare 
institutions. A larger sample would serve to increase the generalizability of results and 
clinical outcomes (Grove, Burns & Gray, 2013). Kaplan, Chambers, and Glasgow (2014) 
wrote that the analysis of “big data” integrates information from many persons and 
different data source. Collecting and analyzing “big data” will give more room for correct 
assessment of nurse attitudes, barriers and rates of SSC and RIC. 
The evidence-based practice education for SSC and RIC should be extended to all 
the nurses working in the maternal child clinical areas. Education or evidence that 
improves practice should be part of new hire orientation, annual continuous assessment, 
and continuous education events. Prompt and continuous education will improve nursing 
knowledge and update nurses’ knowledge with new clinical evidence that enhances the 
mother-baby dyad ‘s safety and quality care. 
The use of instruments constructed by other professionals was a challenge. Future 
quality improvement project requires finding available instruments and their authors 
before choosing and confirming a topic. A boarder search of instruments should consider 
authors within the United States and people who are willing to give permission before 
initiating a project. The evidence-based process is consistent with quality improvement 
and demands different resources and approach (Zaccagnini, & White, 2011). This DNP 
project addressed an inadequate practice and introduced an evidence-based intervention 
to solve the problem of decreased SSC and RIC (Zaccagnini, & White, 2011).  
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Analysis of Self 
As Scholar 
The DNP prepared nurse is an effective leader in clinical practice, policy and  
hospital protocols. Translating evidence to practice by interfacing between research and  
clinical practice (AACN, 2006) requires the use of essential 3 of the Essentials of 
Doctoral Education. I gained proficiency in clinical scholarship and analytic methods for 
evidence-based practice of SSC and RIC (AACN, 2006). The DNP program developed 
me into a practice specialist/consultant in collaboration and general knowledge of SSC 
and RIC practices. The ability to search, critique literature, and present a clear, and 
concise information to the stakeholders was a developmental milestone. 
As Practitioner 
This DNP project gave me an edge to develop from a timid to a knowledgeable 
and powerful practitioner. I have become immersed in SSC and RIC practices that other 
nurses are consulting me as their personal resource and capable practitioner. The ability 
to assess a given health problem, design, implement, and evaluate a project in 
collaboration with other healthcare providers is a growth beyond measure. These strong 
characteristics are required of a DNP student, in order to bring lasting solution to 
nonEBP. As a practitioner, I am equipped, knowledgeable, and confident to participate in 
the advancement of nursing through project design, presentation, and mentoring of new 
graduate nurses. The academic growth was successful due to the preparation I got as a 
student. The DNP curriculum prepares advanced practice nurses for the implementation 
of best practices that will improve patient care (Zaccagnini, & White, 2011). 
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As Project Developer 
I was an active team leader able to provide an intermediary interface between 
research, policy, and practice (AACN. 2006). My role was the development and 
implementation of an EBP consistent with advancing professional scholarship. The 
professional scholarship is a systematic inquiry of professional practice, that provides 
leadership skills used to analyze, translate, and apply current evidence to clinical practice 
for the advancement of nursing, and the wellbeing of the mother-baby dyad (Limoges, & 
Acorn, 2016).  I contributed to nursing scholarship by challenging current practices of 
SSC and RIC at the practice site, offered evidence-based knowledge, corrected 
inadequate practices, transformed care, and advanced nursing knowledge of EBP related 
to SSC and RIC. 
The development and implementation of the project emphasized the importance 
of sound and effective leadership. The DiSC model profiled my personality as dominance 
(self-assured), direct and result oriented. The dominant personality is strong willed, and a 
strong-minded person who likes to accept challenges, acting, and getting immediate 
results. As a dominant personality, I exhibited dominance response and directed, 
changed, fixed, and controlled the situation (DiSC Classic 2.0 profile, 2014).). I 
succeeded even when the environment was unfavorable. 
Another area of maturity was the development of communication skills. The 
ability to conceptualize a new care model of SSC and RIC that was based on evidence 
needed excellent communication skills. This ability enabled me to communicate the 
importance of the practice improvement to the nurses, physicians, leadership, and people 
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that were outside the professional, and organizational spectrum. The ability to listen 
carefully, speak clearly, and put professionals at ease was a virtue that has made this 
DNP project worth doing (Weber & Farrell, 2016). As a DNP student, I have developed 
advanced communication skills to lead quality improvement initiative in any health care 
system.  
 Developing a project means working with diverse population of nurses. The 
diversity included nurses from different training, works of life, and beliefs in SSC, and 
RIC. The ability to work with different generations of nurses and listen to their concerns 
was a strength that developed over time. Going to the labor and delivery area to admit the 
newborn babies instead to maintain the RIC principle was a burden to the older nurses. 
The wisdom and understanding to handle this challenging situation was demonstrated by 
developing appropriate and timely solutions to the complaints made by nurses. 
Future Professional Development 
The process of completing this DNP project prepared me as a collaborative 
worker and a mentor towards the development of other nurses. There were a lot of delays 
during the time of this project. The delay ranged from getting an approval from the 
authorities of the project site to searching for the authors of my questionnaires. The 
setback helped me to develop as a patient scholar. The knowledge learned through 
disappointments gave me an advantage to work with people outside the organizational 
spectrum. To achieve success in nursing, one needs to work across the professional arena 
because effective collaborative partnership allows members to exchange ideas, and 
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practice shared decision making (Zaccagnini & White, 2011). Because I could defend and 
accomplish this DNP project, the future of developing similar projects is very robust. 
 Improving practice at the clinical site through a mentoring relationship was 
evident in one of the nurses who examined the effects of SSC on neonatal hypoglycemia. 
The nurse found that there was less neonatal hypoglycemia after the practice of SSC was 
initiated as compared to the use of the traditional nursery or issolette. Though this claim 
needs more than anecdotal data, it was a sign that I was well positioned to influence 
nurses and make an impact in EBP. Graduating as a DNP prepared nurse is not the end of 
practice change, but the beginning of a professional and ethical responsibility to creating 
innovations, and making the voice of nurses heard in the healthcare world. The nursing 
job was not, in Nightingale’s view, something delegated to nurses by physicians 
(Zaccagnini & White, 2011). Nursing is a management role, separate, and district from 
medicine with the job of managing the environment, observing patient’s interaction with 
the environment, and assisting the patient toward health through EBP. 
Summary 
 Section 4 discussed the project findings, statistical significance, findings in the 
context of literature, framework, implications, strengths, limitations, and the analysis of 
self. The results supported the evidence that nurse education had an impact on attitude, 
and the rates of SSC, and RIC. The process of keeping the mother-baby dyad as a pair 
without separation is an EBP that helped to improve the well-being of the mother and her 
newborn baby. Section five addressed the method of the DNP project dissemination.
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Section 5: Scholarly Product 
Introduction 
 Despite the substantial literature on evidence-based clinical practices in maternal 
health that have proven effective with controlled trials, a major challenge to the nursing 
profession has been to spread these advances in knowledge broadly and rapidly. The 
information from a successful DNP project should have application outside the four 
corners of the health care organization (Zaccagnini & White, 2011). No matter the 
method chosen for dissemination, the process should be formally planned with the intent 
of spreading knowledge, and the associated evidence-based interventions to stimulate 
adoption, and enhance the integration of evidence. There is a call for nurses to 
disseminate their findings, whether their projects met the expected goals or not (Oermann 
& Hays, 2016). The DNP project is not only a requirement, and a fulfilment for a 
doctoral degree, but also a synthesis and transmission of knowledge gained during studies 
(AACN, 2006). Of the numerous means and formats available for the dissemination of 
knowledge, I have chosen a poster presentation as a convenient and fast way to 
disseminate evidence in support of SSC and RIC. The choice of poster presentation is 
timely and meets the targeted audience. 
Poster Presentation 
 Events that would facilitate the dissemination of the DNP project occur during 
Nurses’ Week and the yearly conference organized by AWHONN. The chief nursing 
officer of the clinical site, who is also a DNP-trained nurse, has asked me to disseminate 
and present the DNP findings to nurses during Nurses’ Week (Figure 5). As a member of 
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AWHONN, I will also present my project at the next yearly conference. The poster 
presentation will capture the interest of nurses, give them an opportunity to answer 
questions (Figure 5), and serve as an avenue for education on the need to increase rates of 
SSC and RIC in any obstetric unit. 
 
. 
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Background 
Mother-infant separation post 
birth was common in a 
hospital in the northeastern 
United States. The 
contributing factors to early 
separation of the mother and 
her infant were lack of 
evidence-based practice 
knowledge, fear for the safety 
of babies, the urge to complete 
nursing assignments, and time 
needed to finish 
documentation. 
 
Project Question 
Will an educational program 
on skin-to-skin contact and 
rooming-in care improve the 
rate of skin-to-skin holding 
and rooming-in practices in a 
postpartum unit within 2 
months? 
 
Project Objectives 
To increase the rate of SSC in 
the mother-baby dyads at the 
project site from 10% to 55% 
during the first hour after 
birth.  
To increase the number of 
mothers rooming-in with their 
babies to 55% from the 
present 10%. 
To evaluate nurse attitudes and 
barriers to SSC and 
nonseparation practice. 
 
Theoretical and Conceptual 
Framework 
Kotter’s eight-step change 
model enabled us to gain 
insight and wisdom from 
expertise borrowed from the 
business industry (Noble, 
Lemer, & Stanton, 2011) and 
was adaptable at each critical 
step of the EBP process 
(Reeves & Deimler, 2011). 
Project Design and Method 
A pre and post one-group 
design using nonparametric 
Wilcoxon signed-rank test 
(Grove, Burns & Gray, 
2013), evaluating nurse 
attitudes and barriers to SSC 
and RIC. 
A posteducational 
measurement method to 
evaluate the effect of an 
educational intervention on 
SSC and RIC rates 
(LoBiondo-Wood, Haber, 
Cameron, & Singh, 2014). 
 
Data Collection 
Pre- and posteducation data 
were retrieved over a 4-
month period, along with 2 
months of retrospective chart 
review and 2 months of 
retroactive chart review 
posteducation.  
The Mother-Newborn Skin-
to-Skin Contact 
Questionnaire (MSSCQ) and 
Nurse Attitudes and Barriers 
to Non-Separation Scale 
(NABNSS) were used to 
evaluate the nurses’ attitudes 
and barriers to SSC and RIC. 
Demographic data were 
requested from 58 nurses, 
and 49 returned the 
questionnaires, for an 84% 
response rate. 
 
Data Analysis 
Coded data for MSSCQ and 
nurse attitudes were grouped 
under pretest and posttest 
data. A nonparametric 
Wilcoxon test was used to 
test the relationship between 
the pretest and posttest 
results. 
Pre and post chart review 
was used to capture the 
effects of education on SSC 
and RIC rates. 
Descriptive statistics were 
used to analyze the 
demographic data. 
Results and Discussion 
There was a statistically 
significant increase in subscale 
scores from pre to post for 
obstetric nurses’ attitude and 
NABNSS (p < .001). There was 
a nonsignificant increase in 
score for the obstetric nurses’ 
belief about obstacles to 
performing skin contact subscale 
of the MSSCQ, p = .57. A 
statistically significant increase 
in NABNSS and IFC were 
found, p < .001. 
Skin-to-skin and RIC rates had a 
significant increase from 10% to 
96% and 92%, respectively.  
The racial group representing 
the largest number of 
participants was African 
American. The oldest 
participants were over 60 years 
of age, and the job title for the 
largest number of participants 
was registered nurse. The 
majority of the nurses had 
worked for more than 10 years 
in an obstetric unit, and the 
largest number of nurses had a 
baccalaureate degree (BSN). 
 
Social Change 
Results of the study indicated 
better social interaction for the 
mother-infant dyad (Green & 
Phipps, 2015). A strong tie 
between parent and child fosters 
a sense of security and positive 
self-esteem for the child 
(Mahmood, Jamal, & Khan, 
2011).  
Additionally, there was better 
teamwork and communication 
among the members of the 
healthcare team. 
Nurses’ ability to translate 
evidence to practice will impact 
present and future practice and 
outcomes. 
 
Conclusion 
Nurse education increased the 
rates of SSC and RIC, 
improved nurse attitudes and 
beliefs, improved teamwork, 
and enhanced family 
dynamics. 
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Summary and Conclusions 
Flaws in the clinical setting are best addressed through specific, scientific-
evidence-based interventions.  Skin-to-skin and RIC decrease the neonatal mortality rate, 
impact mother-infant bonding, and shorten hospital stays (Chi Luong et al., 2015). 
Mother-newborn closeness, especially for the first few hours following birth, improves 
the control of pain in both the newborn and the mother (Dabrowski, 2007), and has no 
adverse impact on the young. This DNP project affirmed that providing mother/infant 
dyads with SSC, and keeping them in the same room until discharge is a standard of care 
that promotes positive social change and enhances family, and team dynamics. Therefore, 
SSC and RIC should be practiced by all maternal health units. 
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